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| §483.10(232) The right to retain and usa personal

| possessions, including fumishings, and clothing,
as space permits, unless to do so would infringe
upan the rights or health and safaty of other
residents.
This REQUIREMENT is not met as evidenced

| by
Based on resident interview, staff intervisw,
clinical record review, facility documentation
review, and in the course of a complaint
investigation, the facility staff failed o provide a
dignified discharge, resuling in psychaological
harm for one resident (Resident #1) in a survay
sample of four residents,

The findings included,

o~ “_'FmHesideM#kacil:ty staff.coarced Resident #1

| inta igning an AMA form. The facility evictad him
| |

Current residents/responsible parties will
be interviewed to identify any respect aml
dignity issues concerns,  Concerns voiced
including those of dignity and respect will
be repocled to Exccutive Dircctor (EDNY
DHrector of Nursing {DHOM) for resolution,

| Senior Operations Divector {5013) will re-
educpie EIVDOM on residents rights of
dignity and respect, EDVdesignes will re-
educale Favility staff on resident rights of
dignity and respecl during  interaction,
provision of care and services.  StafT will
report concerns to EDVDOM.
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Preparation and/or execution of this plan of
FOO0D | INITIAL COMMENTS FO00| correction does not constitute admission or
au{i"f:'-i:hr'n-:r'it bo=the-provider, -EEIE I:r_ut_h of
An unannounced MadicaraMedicald abbreniated the facts alleged or conelusions set Torh i
survay was conducted 9/28/19 through 2430019, the stutement of deficiencies. The plan of
One cemplaint was investigated during the correction is prepared andior executed
survey, Significant corrections are required for solely because the provision of the federal
compliance with the following 42 CFR Part 453 and state laws requires it This Plan of
Faderal Leng Term Care requirements Corrcction serves as the [aciliny's allegation
The census in this 174 cerlified bed facility was orEompiuns:
124 at tha time of the survey. Tha survey =ampla
cansisted of 4 closed record reviews (Residanis
#1 through #id).
F 557 | Respect, Dignity/Rignt to have Pranl Property E:657
58=G | CFR{s): 483.10(e)(2) F 337 Respect, Dignity/Right to have
§483.10(g) Respact and Dignity Personal Property
The residant has a right to be treated with raspact ; ; W g 5
and dignity, including: Resident #1 no longer resides in the facility
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Ay deficency Lu!&mnnt{:din; With an asterisk (*) denctes a deficiency which the institulion may be excused from corecting praviding it 18 detarrined that

ather safzguarts provide

fficentorelecion to the palients (See instructons.) Except for nuraing homes, the findings stated above are disclosable 90 days

folowing the date of survey wratnar cr nat a plan of correction is providad, For nursing homes, tha atove findings and plans of correcton are disclosabla 14
days fallzwing the dale these documants are mada available ta the facility. If deficiencies are cited, an approved plan of correction is requizita to continuesd
pragrar. padici patian,
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against his will. The facility staff humilizted him by
laughing at him in the lobby of the facility. The Deparlment  manager  will  conduet

facility staff transperted him along with his
kelongings to the front lawn of his sisters
apariment. Residant #1 was left alone in an
unsafe condition without access to a bathroom,
food, water, medication, or access to shads,
whare he suffered humiliation, anxigty, shams
and public embarrassment,

Resident #1 was a 64 year old, was admitted to
the facility on 8/8/19, Resident #1's diagnoses
included Bilateral Legs Amputation, End Stage
Fenal Disease, Dependence of Renal Dialysis,

| Heart Failure, Major Depression, and Generalized

Muscle Weakness,

The Minimum Data Set, which was a 30-Day
Aszsessment with an Assessment Reference Date
of 275119 was reviewed, Resident #1 had a Brief
Interview of Mantal Status Score of 15, indicating
ro cogritive impairment. In addition, he was
codad as not having any mood or behavicral
issues, Resident #1 was dependanton a
whesaichair for mobility.

On 226/12 a review was conductad of facility
documentation, revealing 2 complaint that was

| submittzd by Resident #1's sister on %24/19, 4n

excerpt read: "On 9/12419 he went to dialysis and
when he came back to the facility, all of his things
were packed upin their van and he was told that
he was not welcome back inta the facility, The
facility than took him to her apartment in their
van. She came home and her brother was sitting
in the yard ...her apartrment is not equipped far
someane that is a double amputes . .she was not
notified that he was being discharged o her
apartment ...he sat in har yard for two hours aftar

interviews with residents during rounds to
identify respect and dignity concomns and
concerns  will  address by EDDON,
EDMesignee will ensure s resalution is met
with satisfaction of the resident/responsible
party, The guality monitoring results will
be bought to QAP monthly for 3 manths
aruntif resalved.

Cretober 25, 20019
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hawving dialysis earlier that day."

On 9726/1% at 12:30 P.M. an intarviaw was
conductad with the facility van driver (Employes
F) in the conference room, The driver was asked
to describe the circumstancas under which she
transported Rasident #1 to his sister's address.
She stated, "l was tolg by the Administratar to
drop him off at his sisters' home. He had signed

| himself cut. His stuff was already packed up. He
had 3 boxes, an artificial leg, and a cane. He was
in a wheelchair, | lcaded him up, | tack him 8
minutes away. | put boxes down and | left him on
the grass in the front. | droppad him off at 1,00
P.ML It was a guiet ride. | have taken people
hama before. Normally there is somaone there”
She statad that she knew that his sister was not
at home.

| On 9/27119 at approximately 10:30 AM.. a
telephons interview was conducted with Residant
#1, and his sister. Resident #1 statad that on
2/18/19, facility staff gave him an AMA [Against
Medical Advice) form to sign whila he was lying
on a gurney. He was awakened by Emergency
Medical Services (EMS), and was baing
transported out of the facility. He stated thatl the
facility staff did not explain what the form was for,
nor the consequences of signing out of the facility
AMA. He stated that the EMS personnel askad
hirm why he had called 911, Ha told them that ha
was taking a nap, and had net called them. He
had no reason to want to go to the hospital. After
a few minutes, the facility staff admilted to the
EMS that the facility had called 911,

Residant #1 stated that the hospital did not treat
him, nor perform any tests. (this was confimed
during a review of his hospital records). He
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stated the hosgital informed him that the facility
did not want him to return there because he had
signed himsalf out AMA. After saveral hours, the
facility allowsd him to return. He stated that
upan his return on the evening of 21818, all of
his belongings were missing from his raom, The
staff denied knowing where his belongings were.

Resident #1 stated that on the morning of
2/19/13, he went o his regularly schaduled
dialysis appoiniment. Lipan his return, the facility
refused to allow him to go past the lobby, or to eat
lunch. His belongings had been packed up in
boxes and put on the facility van. Ha statad that
whila ha was in the loboy, "& white woman with

| long hair who was one of the social werkers
looked at me and laughead at me [Employes
J-Bocial Services Dirsctor], | falt humiliated. The
van driver asked mea for an addrass to drop ma
off at. The driver dropped me off in the yard in
frant of my sisters apartment with my boxas, |
wias anxious, embarrassed and falt shame sitting
out there alone in public,”

Fesident #1 said that the driver knaw that his
sister was not at home. Ha stated that the driver
laft hirn outside in the sun without any food,
water, medication, or access to a bathroom. He
stated that he was there alone for at least two
hours until his sister came home.

Free from Abuse and MNeglect

CFR{s) 482 12(a){1)

§483.12 Freadom from Abuse, Neglect, and
Exploitation

The resident has the right to be free from abuse,
neglect, misappropriation of resident property
and exploitation as defined in this subpart. This

F55T|

F 800
F &0 Free from Abuse and Neglect

|
|
|
|
‘ rasicdes in the facility,
[

Resident #1 was discharged and no longer

FORM CM5-25

G089 Pravious Varsions Obsclete Evenl D ORL711

Fecily 10 VaoDes

If continuatior sheet Page 4 of 20




DEFARTMENT OF HEALTH AND HUMAN SERVICES

FRIMTED: 12/02/2018

FORM AFPROVED
CEMNTERS FOR MEDICARE & MEDICAID SERVICES OMEB NO. 08358-030819
STAIEMENT OF DEFICIEMCIES (K1) PROVIDERSLUPPLIERICLLEA (02 MULTIPLE COMSTHUGTION [%3) DATE SURVEY
ANDPLAN OF CORRECTION IDEMTIFICATION NUMSER: & SUILDING COMPLETED
LB
496327 il 09/30/2019
MAME OF PROVIDER GR SUPFLIER STREET AQDRESS, GITY, STATE, 2iP CODE
4403 FOREST HILL AVENUE
ENVOY OF WESTOVER HILLS
RICHMOMND, VA 23225
4G SUMMARY STATEMENT OF DEFICIENCIES ] FROVIZER'S FLAM OF CORRECTION fen]
EREFIX (EAGH DEFICIENTY MUST BE PRECEDED BY FULL PREFIX [EACH CORRECTIVE ACTION SHOULD BE CORARLETION
TAG REGULATORY QR LEC IDEMTIFYING INFORMATICH TAG CROGS5-AEFERENCED TO THE APPROPRIATE Dars
DEFICIEMCY )
FE00 | Continued From page 4 F &00

includes but is not limitad to freedom fram
carparal punighment, inveluntary seclusion and
any physical or chemical restraint not required to
treat the rasident's medical symptoms.

£483.12(a) The facility must-

5483.12(a){1) Mot use verbal, mental, sexual ar
physical abuse, comporal punishment, or
involuntary seclusion:

This REQUIREMENT is not met as evidenced
by

Based on resident interview, staf interview,
clinical recard review, facility documentation
review, and in the course of & complaint
investigation, the facility staff neglectad to provide
safe discharge services, for one resident
(Resident #1) in a survey sampls of 4 residents.

The findings includsd:

1. For Resident #1, the facility neglectad to
implamentsd procedures to ensure a safa
dischargs.

Resident #1 was a 84 year old, was admitted o
the facility on 8/8/18. Resident #1's diagnoses
included Bilateral Legs Amputation, End Stage
Renal Disease, Dependance of Renal Dialysis,
Heart Failura, Major Depression, and Generalized
Muscle VWeakness.

The Minimum Data Set, which was a 20-Day
Assessment with an Assessment Referance Dats
of /519 was reviewed. Resident#1 had a Brief
Interview of Mental Status Scare of 15, indicating
no cognitve impairment, In addition, he was
coded as not having any maad or bahavioral
issues. Resident #1 was dependent an a

Residents  being  discharged pave .
patential to be affected by the alleged
deficient practice. Residents with planned
discharges witl be reviewed 1o ensure a sale [
discharge by wverifying the discharpe
lecationdplacement,  mobility/accessibilily
needs  can be  met,  medications  or
praseriptions  provided, and ofher home
carc needs such as appeintments home
health, and  arrangement  for  persona
equipment.  Residents being discharged
against medical advice, stafl will notily the
physician.  family/responsible  party  (if
known), and as  uppropriste,  Adult
Protective  Services, and  decument
contacts. Resident will be educated by
nursing staff member and social services
member on the healthcare consequences,
and safety concerns,
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wheelchair for mobility,

On 2619 a review was conducted of Residant
#1's clinical record. According to Resident #1's
current physician ordars, he was on the fallowing
medications:

Coumadin 15 MG by mouth daily

Tylenol 325 MG 2 tablets by mouth every 6 hours
for pain

Alouterol 2 ML inhalation every 4 hours as
needed for wheezing

Atervastatin 40 MG 1 tabiet by mouth daily
Symbicort 180 MCG 2 puffs twice daily
Calcitriol 0.25 MCG 1 capsule by mouth daily
Epcetin Alfa injectabla {given at dialysis)
Gabapentin 300 MG 1 capsule by mouth at
bedtime

Metoprolol 25 MG 0.5 tablet by meuth evary 12
hours

Mirazapine 30 MG 1 tabist by mouth at bedtima
Senna B.8 MG 2 tablets by mouth at bedtime far
constipation

Trazodone 50 MG 0.5 tablet by mouth at bedsme

Residant #1's Care Plan dated 8/18/19 was
reviewsad, An excerpt read, "has an ADL
(Activities of Daily Living) self-care perfarmanca
deficit rt [related to] bilateral Above knes
Amputations, Limited Mability, shunt, dialysis,
Hypertension, Chronic Obstructive Pulmonary
Disease. 15 minute safety chacks, cow bell use "

On 8/26/19 & review was conducted of facility

documentation, revealing a complaint that was

submitted by Resident #1's sister on 9/24/19. An

axcarpt read; "On 911919 he went to dialysis and

when he came back to the facility, all of his things

weare packed up in their van and he was told that
| he was notwelcome back into the facility. The
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EDCS  will  reecducale  the Exccutive
Director, Director of Mursing, and Social
Services on discharge policies including
Discharge planning, and leaving Against
Medical Advice,  Social worker, nuriing
staff will be re-educated on documenting
discussion and making the appropriate
netifications when resident leaves against
medical advice.  Residents with planned
discharges will be reviewed in moming
meeting when discharge date is confiened
and social worker will send notificatien o
departments to coondinate discharge when
date is confirmed to verily discharge plan is
appropriate for resident needs. Facility will
net longer provide lransport 1o Apainst
Medical Advice (AMA) residents.

Cuality inonitoring results will be lrought
o QAPL far review and recommendations
for 3 months or until resolvad,

Cictober 25, 2019
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| facility then took him to her apartment in their
van, She came home and her brother was sitting
in the yard ...ner apartment is rot equippad for
someong thatis g double amputes |.she was not
natified that he was being discharged to her
apariment ...he sat in her yard for twe hours after
having dialysis earlier that day."

On 92618 at 12:30 P.M. an interviaw was
canducted with the facility van drivar (Employee
Fyin the conference room. The driver was asked
to descrice the circumstances under which she
transported Resident #1 to his sistar's address,
She stated, "l was told by the Administrator to
drop him off at his sistars’ home. He had signed
himself cut. His stuff was already packad up. He
had 3 boxes, an artificial leg, and a cana. He was
in a wheelchair. | loaded nim ug. | took him &
minutes away. | put boxes down end | lef him on
the grass in the front | dropped him off at 1:00
F.M. It was a quiet ride. | have taken peopls
homa before. Mormazlly thers is somacne there”
She stated that sha knew that his sister was not
at home.,

On 82719 at approximately 10:30 AM., 5
telephone interview was conducted with Residant
#1, and his sister. Resident #1 stated that on

| 8/18/18, facility staff gave him an AMA {Against

' Medical Advice) form to sign while he was lying
an a gurney. He was awakened by Emargency
Medical Services (EMS), and was being
transported out of the facility. He stated that the
facility staff did not explain what the form was far,
nar the consequences of signing out of the facility
AMA. He stated that the EMS personnel asked
him why he had called 911, He told thern that he
| was taking a nap, and had not called them. He

| had no reason to want to go to the hospital. Afer
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a few minutes, tha staff admitted that the facility
had calied 811,

Resident #1 stated that the hospital did not treat
hirm, nor perform any tests. (ihis was confirmed
during & review of his hospital records). The
hospital informed him that the facility did not want
him to return there bacause he had signed
himsalf out AMA. After several hours, the faciity
allewsad him 2 return. Upen his return on the
avaning of 81818, all of his belorgings were
migsing from his room. The staf denied knowing
where his belongings were,

On tha maming of £/18/18, he went to his
regularly scheduled dialysis appointment. Upon
his return, the facility rafused to allow him to go
past the lobby, or to eat lunch. His belongings
had been packed up in boxes and put on the
facility van He stated that while he was in the |
lobby, "Awhite woman with long hair who was
one of the social workers looked at me and
laughad at me . | felt humilated, The van driver
askad me for an address to drop mea off at, The
driver dropped me off in the yard in front of my
sistars apartment with my boxes. | was
embarraszad and ashamed sitting out there in
public.”

Resident #1 said that the driver knew that his
gister was not at homs. He stated that the driver
left him outside in the sun without any food,
water, medication, or access to a bathroom, He
statad that he was there alone for at least two
haurs until his sister came home.

Fesidant #1's sister stated that his friend went ta
the facility to visit him on 8/19/15% and was
informead that he ne longer lived there. His friend

FORK CMG-ZEET(02-9%) Previous Versicna Dbsalele Event IR; QDLT1 Fecily 100 WADISE f continuation shest Fege 3 of 20



DEPART
CEMTER

MENT OF HEALTH AND HUMAMN SERVICES
S FOR MEDICARE & MEDICAID SERVICES

FRINTED: 12/02/2049
FORM APPROVED
OMB NG, 0238-0301

STATEMENT OF DEFICIENGIES X1} PROVICER!SUPPLIERAGLIA (X2) MULTIFLE CONSTRUCTION
ANDPLAN OF CORRECTION IDENTIFIZATICN NUMBER:

A BUILDIMG

498327 B WING

(X3} DATE SURVEY
COMPLETED

C
049/30/2019

HAME OF P

ENVOY O

ROVIDER CR SUPPLICR STREET ADDRESE, CITY, STATE, ZIF CODE
4403 FOREST HILL AVENUE
RICHMOMND, VA, 23225

FWESTOVER HILLS

B4 D
PREFI%

TAG

REGULATORY OR LSS IDENTIFYI MG INFORMATIC N, TAG
BEFICIENCY)

SUMMASY STATEMENT OF DEFICESCIZS I FROVIDERS PLAN OF CORRECTION
[EACH DEFICIERTY MUST BE PRECEDED BY FULL FREFIX IEACH CORRECTIVE ACTIOM SHOULD 3E COMPLETON
3 CROS5-REFERENCEDR TO THE APPROFRIATE OigE

F&og

Continued From page & F 00

called her to find aut whare he was. Resident #1's
sister stated that she had not been informead that
he would ba taken to her apartment, She statad
that her apartment was naot accessible or
"appropriate for 2 double amputes." She stated
that upon her arrival home, she had no
immediate way to get him inta her homea. Thare
was no wheelchair ramp. She stated that she
"had to gef socmeons o go anothar lecation to
obtain two wooden boards to get him up aver the
gtairs."”

In zddition, the facility did not obtain his
pemnission to be sant to the hospital. On 9018/15
at 4:21 P.M., an excerpt from a nursing progress
note read, "Oxygen sats [saturation] BE%-00%,
Mo behavior problems noted. Mo education
provided. Noted resident poking tissus in nose
with a small amount of blood on tissue. NP
(Murse Praclitioner) aware, Orders to send

| resident to the hospital for evaluzton.”

COn 8/26/19 at approximatzly 4:05 P.M., an
interview was conductad with the facility
Administraior (Employee A} in the conference
room, When asked why Resident #1 had been
sant ta the hospital on 81819, the Administrator
stated that Resident #1 wanted to go to the
hospital due to a "littls bit of blood” that came out
of his nose earliar that marning. The
Adrministrator further stated that on %1819 the
hospital called the facility and stated that the
resident was ready for discharge, but were told
that he laft the facility AMA. She stated that the
haspital was upset with the facility and stated,
el always say your residents left AMA " The
Administrator stated that she then agreed to allow
Resident #1 to return that night to the facility,
The Administrator was asked why Resident #1
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did not voluntarily leave the facility on 9/18/15,
whan the AMA was dated. She stated that ha
wanted @ go to the hospital

The Administrator further stated that Resident#
had baen issued a 30 Day Discharge Motice on
8/28/19 because a cigaretts lighter was found in
his roocm. She stated that the facility officially
became smoke-free on September 1, 2019, The
Administrator stated that she did net have an
chligation to wait 30 days. She stated, "Wa don't
have to wait 30 days. Every now and then we
would take them and make sure they arz ina
safe place as a courtesy. Because of his BIMS of
15 we can discharge him. He was cognitivaly
awara of his decision to go AMA, We discharged
him and delivared him to the address he
specified " Whan asked to show documentation
that Residant #1 was transportad to a2 safe, |
appropriate location, the Administrator reviewed |
his progress notes, whicn had been provided to
the surveyor. She was unable to find any
dacumentation of such.

On 972519 a review was conducted of Resident
#1's hospital discharge form dated 1819 at

[ 2112 P.M, An excerpt read, "Stated Complaint:

| Sant by [facility] for drug addiction .64 year old
male patient with ESRD (End Stage Renal
Disease) on dialysis with bilateral below the knee
amputation was sent by facility for drug screen
but does not make urine. Patient denias any
medical complaints. Denies any substance use
Will send back to facility. Patient sent for drug
screen. Patient unable to make urine due to
chronic kidney disease on dialysis. Emergency
Roorn does not routinely do serum drug festing
for screening purposes,  Discharged at 3:21 P.M,
The hospital made multiple calls to the facility o
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obtain permission the send him back there, At
B:45 P.M., approximately three and ane-half
hours afiar the hospital discharged Resident #1
the facility finally agreed to allow hir to return.

On 9/26/19 a review was conductad of facilty
| documentation, ravealing a policy on Leaving
Against Medical Advice dated 8/24/17, An excerpt
read: "Procedure: Attempt to resolve concems
confributing lo desire to leave AMA, Tha residant
will Be infarmed of the risks invalved, the benefits
of staving in the center, and the altermatives to
Both. Mursing will document this discussion in the
| nursing section of the medical record. The sacial
services designae will dacument any discussions
hald with the resident in the social service saction
of the madical record." Residant #1's clinical
record did not contain any decumentation tat a
nurse informed of the fsks involved, or the
benefits of staying in the center, or the
alternatives, or discussions with the Social
Vilarker,

On Q3019 8t 3:30 P an intenview was
conducted with the Social Worker (Employee 1) in
the conference room with 2 surveyars present
(Surveyor A, Surveyor B). The Social Worker was
asked to dascribe the circumstances undar which
Fesidant #1 signed an AMA. She stated, | was
toid he wants to go AMA. | gave him the paper.
read what it says." She stated that she was in his
room after the EMS had arrived and that he was

| on his bed She stated that she told him that the ‘

tacility could not take care of him if he signed out

AMA, and that ke =aid that his girlfriend could

take care of him. The Social Worker was asked

why the AMA form had not been proparly -
‘comgpleted, by including the physicians name. '

She stated that she just put the form down on her
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5483.15(e)(7) Crientation far transfer ar
discharga,
A facility must provide and document suficient
preparation and orientation to residents to ensure
safe and orderly transfer or discharge from the
facility, This crentation must be provided in a

| form and manner that the resident can

| understand.
This REQUIREMENT is not met as evidencesd

the process ol AMA. Documentation will
he reviewed during the marning meeting
[or accurale documentalion of orienation
and education Lo the resident,

Quality. monitoring results will be bensght
w QAP for review and recommendations

firr 3 months or until resalved,

Octaber 25, 2019
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desk because she didn't believe he wantad ta '
lzave that facility, and she said to the
Adrrinistratar, "we'll ses where this goas'. The
Sccial worker was asked why she did not try to
find cther appropriate placement for Resident 21,
She stated, she had called one facility, but "He
did not want to give up his stuff." The Social
Worker was unable to show documentation of
any further attempts to locate an appropriate,
| safa living arrangement. The Social Worker had
never spoken with Resident #1's sister regarding
placament, | 624
On 8/30718 a review was conducted of facility Eesident %1 nu longer resides in (he
dacumentation, revealing a pelicy on Abuse, Tacility.
MNeglect, Explaitztion & Misappropriation datag
12817, Ar excerpt read, "No employes at any Social Services and Nursing will explainta |
time may commit an act of physical, residents desiring to leave facilily AMA of |
peychological or emotional abuse, neglect, the consequences of leaving  against
mistreatment .. Mental al‘gu ge if the use of varba! iicdica] advice ceioh ad e having
st non_vart:-af sonduct Wh"?h CALSSS T has e medications, dppointments, needed
potential to cause the resident to exparience o : e . 2
numiliation, intimidation, fezr, shame, agitation o 'mr.”'[*‘ m_“i equipment, ete.; document
degradation. Mental and Verbal Abuse include. Ispcu:lf'lc% I.’JIJ eifucation and resident response
but are not limited to: Mocking, insulting, ridiculing in the medical record.
%
F 624 | Preparation for Safe/Crderly Transfer/Dschrg F 24 RDCS will re-cducate the ED/designee on
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Based on staff intenview, resident intarview, and
facility documentation review, the facility staff
failed to orient for a discharge in a manner and
form the resident could understand. failed to
prepara, and failed to documant in the clinizal
record one resident (Resident #1) in a survay
szmple of 4 residents.

The findings included:

Resident #1 was a 64 yvear old, was admitted to
the facility on 8819, and evictad against his wil
on 819/18. Resident #1's diagnoses included
Bilateral Legs Amputation, End Stage Renal
Dizeasze, Dependence of Renal Dialysis, Heart
Failure, Major Deprassion, and Generalized
Muscle Weaknass,

The Minimum Datz Set, which was a 30-Day
Assessment with an Asseszment Reference Date
of /5/19 was reviewed. Resident #1 had a Brief
Interviaw of Mertal Status Score of 15, indicating
no cognitive impairment, In addition, he was
coded a8 not having any mood or behavioral
izsles. Residant #1 was dependent on a

| wheelchair for mability.

Cn 9/26/19 a review was conducted of facility
documentation, revealing a complaint that was
submitted by Resident #1's sistar on 9/24/19. AR
excerpt read: "On 81912 he went to dialysis and
when ha came back to the facility. all of his things
werg packed ug in their van and he was tald that
he was not welcome back into the facility, The
facility then took him to her apartment in their
van. She came home and her brother was sitting
in the yard .her apartment is not equipped far
sameone that is a double amputee . she was not
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natified that he was being discharged to her
apartment ..he sat in har yard for bwa hours after
having dialysis earliar that day."

O 928015 at 1230 P.M. an interview was f
conducted with the facllity van driver (Employee

F} in the conference room, The driver was asked '
to describe the circumstances under which she
transported Resident #1 to his sister's address.
She stated, "l was tald by the Administrator to
drop him off at his sistars' home. He had signad

| himself out. His stuff was already packed up. He
had 3 boxas, an artificial leg, and 2 cane. He was
in a wheelchair, | loaded him up. | toak him &
minutes away. | put boxes down and | left him on
the grass in the front, | dropped him off at 100
F.M. It was a quiet ride. | have taken people
home before. Normally there is somacne there.” [
She stated that she knew that his sister was not [
at hame, [

On 8/27M8 at approximately 10:20 A M., &
telephone intferview was conducted with Resident
#1, and his sister. Resident #1 stated that on
91818, facility staff gave him an AMA {Against
Medical Advice) farm to sign while he was lying
on a gurney. He was awakenad by Emergency
Meadica! Servicas [EMS], and was being
transported out of the facility, He stated that the
facility staff did not explain what the form was far,
ner the consequences of signing out of the facility
AlA, He stated that tha EMS personnal asked
him why he had called 911, Ha 1old them that he
wias taking & nap. and had not called them. He
had no reason towant ta go to the hospital. After
a few minutes, the staff admitted to the EMS that
the facility had calied 911,

Residant #1 stated that the hospital did not treat
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him, nor perform any tests. {this was confirmad
during a rawview of his hospital records). The
hospital informed him that the facility did nat want
hirm to return there bacause he had signad
himself out AMA. Aftar several hours, the facility
allowed hirm ta return, Upan his retumn on the
avaning of 81819, all of his belongings ware
missing from his room. The staff denizd knowing
whera his belongings warg,

Resident #1 stated, on the moring of 91819, ha
went to his regularly schedulad dialysis
appointment. Upon his return, the facility refused
to allow him Lo go past the labby, or to eat lunch,
His balangings had besn packed ug in boxes and
fut on the facility van. He stated that while he
was in the lobby, "A whits woman with long hair
who was one of the social workers looked at me
and laughed at me [Employee J-Social Services
Director] | f=it humiliatad. The van driver "azkad
ma far an addrass to drop me off at." The driver
dropped me off in the yard in frent of my sister's
apariment with my boxes. | was embarrassed
and ashamed sitting out there in public.”

Resident #1 said that the driver knew that his
sister was not at hame, He statad that the drvar
left him outsida in the sun without any food,
water, medication, ar accass to a bathroom. Ha
stated that be was there alone for at least two
hiours until his sister came home.

Resident #1's sistar stated that his friend went fo
the facility to visit him on 8218/15 and was
informed that he no longer lived there, His frigng
called her to find out where he was. Resident #1's
sister stated that she had not been informed that
he would be teken to her apartment, She stated
that her apartmeant was not accessible or
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"appropriate for a double amputse.” She stated
that upon her arrival homa, she had na
immediate way to get him inte her home. Thare
was no wheslchair ramp. She stated that she
“had to get someone to go another lacatian to
obtain two wooden boards to get him up ovier the [
stairs."

In addition, the facility did not obtain his
Permission to be sent to the hosptal. On 94181
at 4:21 P.M., an excerpt from a NUrsing progress
note read, "Oxygen sats [saturation] 55%-99%,
Mo behavier problems noted, No education
provided. Noted resident poking tissue in nose
with & small amount of blood on tissus, NP
(Murse Practitoner) eware, Orders to sand
resident to the hospital for 2valuation.”

On 9/26M10 g approximately 4:05 P.M., an
interview was conducted with the facility
Administrator (Employee A) in the confersnce
room. When asked why Resident #1 had been
sent to the haspital on 9418/18, the Administrator
stated that Resident #1 wanted to go to the
hospital due to a “litte bit of biood" that came out
of his nose earlisr that marning. The
Administrator furtner stated that on 91819 the

" hospital called the facility and stated that the

| resident was ready for discharge, but were told
that he left the facility AMA, She stated that the
hospital was upset with the facility and stated,
“'all ahways say your residents left AMA " The
Administrator stated that she then agread ta allow
Resident #1 to return that night to the facility |

The Administrator was askad why Resident #1
did not voluntarily leave the facility an 918/15
| when the AMA was dated, She stated that he
wanted to go o the hospital.
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The Administrator furtiner stated that Residentz
was given a 30 Day Discharge Notice on 8/28/19
because a cigarette lighter was found in his room
She stated that the facility officially became
smoke-fres on September 1, 2012, The
Administrator stated that she did not have an
chligation to wait 30 days. She stated, "We dan't
have to wait 30 days. Every now and then we
walld take them and make sure thay ara ina
safe placa as a courtesy, Because of his BIMS of
15 we can discharge him. He was cogritively
awara of his decision to go AMA. We discharged
him and deliversd him to the address he [
specified " When asked to show documentation
that Resident #1 was fransported o a safs,
appropriate location, the Administrator reviewed
his progress notes, which had been providad to
the surveyer, She was unable to find any

| documentation of such,

O 9Y28/18 a review was conducted of Resident
#1's hospital discharge form dated S/1619 at
212 P.M. An excerpt read, "Stated Complaint:
Sent by [facility] for drug addiction .64 yaar ald (
male patient with ESRD (End Stags Renal

Disease) on dialysis with bilateral below the knee
amputation was sent by facility for drug screen

but does not maks urine. Patient denies any

medical complaints. Danies any substance use, [
Will send back to facility. Patient sent far drug

scresn. Patient unable to make urine dus to

chronic kidney disease on dialysis, Emergency [
Room does not routinely do sarum drug testing (
for screening purposes. Discharged at 3:21 |
F.M." The form showed the hospital made

multizie calls to the facility to obtain permission |
the send him back there. At8:45P M, ' ‘

approximataly three and one-half hours after the
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haspital discharged Resident #1, the facility finally
agreed to allow him to return.

On 92818 a review was conducted of facility
documentation, revealing a pelicy on Leaving
Against Madical Advice dated 8/24/17. An excerpt

| read: "Procedura; Attermpt to resclve concerns

contributing to desire to leave AMA, The resident
will be informed of the risks invalved, the benefits
of staying in the center, and the altematives to
bath. Mursing will document this discussion in tha
nursing section of the medical record. The social
sanvices designes will document any discussions
heid with the resident in the social service section
of the medical record," Resident #1°s clinical
record did not contain any decumantation that a
nurse informed of the risks invalvad, or the
benefits of staying in the canter, or the
alternatives, or discussions with the Social
Wiorker,

Resident #1's Care Plan dated 8/16/19 was
reviewed, An excerpt read, "has an ADL
{Activities of Caily Living) self-care performance
deficit vt [related to] bilateral Above knes
Amputations. Limited Mobility, shunt, dialysis,
Hypertension, Chronic Obstructive Pulmonary
Disaasa. 15 minute safety checks, cow bell usa "

On 93012 at 3:30 P.M. an interview was

| conducted with the Social Worker (Emplayes 1) in
| the eenference room with 2 surveyors presant

{Survayar A, Surveyar B). The Social Worker was
asked to describe the circumstances under which
Resident #1 signed an AMA. She stated, | was
told he wants to go AMA. | gave him the cagar, |
read what it says.” She stated that she was in his
roam after the EMS had arrived and that he was
on his bed. She stated that she told him that the

F 624
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facility could not take care of him if he signad out
AMA, and that he said that his girlfriend could
take care of him. The Social Worker was asked
wivy the AMA form had not been properly

! completad, by including the physicians nama,

She stated that she just put the form dewn on her
desk becausa she didn't balieva he wanted 1o
l2ave that facility, and sha said to the
Administrator, "we'll see whers this goes”. Tha
Social warker was asked why she did not try to
find other approgriate placemant for Resident #1,
sha stated. she had called one facility, but "He
did not want to give up his stuf " The Sacial
Warker was unable to show documeniation of
any further attempts to locate an approgriate,
safe living arrangement. The Sacial Worker had
newver spokan with Resident #1's sister regarding

| placament,

Qn 9/30/19 a review was conducted of facility
documentation, revesling 2 palicy on Dischamge
Planning, dated 11/30/14. Thera was na revision
date. An excerpt read. "At the time of discharge,
2 discharge summary and home-going
instructicns ars provided ... including cusrent
diagnosis, rehabilitation potential surmmary of
pricr treatmant, physician's orders for immediate
care, perinent social infarmation, community
referrals {2.g. home health, mantal health, adult
day care, efs.). Rasidents discharged to home will
be made awares of understand and agree with the
proposed discharge plan, discharge date and
cther hamea care needs.. Within tventy-four to
forty-eight haurs after the discharge to home _a
fellow-up phone call or if necessary home visit will
be made to ascertain that community
servicesireferrals are indeed bsing pravidad

| according to the discharge plan .. Documentation

of the after discharge contact will be made cn the
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